Abstract
Introduction
All gynaecologists are well versed in doing abdominal hysterectomies. Nowadays in Medical College Hospital &taluk hospital operative laparoscope instruments are available and all types of Laparoscope surgeries are being done in various departments. In our department we have started doing LAVH cases from 2015 and we have done about 40 cases .we will discuss the merits and demerits of LAVH surgeries and will compare with same number of and hysterectomy cases done by same team of surgeons.
II. Methods:
It is a retrospective study done in GMKMCH of cases which have been posted for LAVH and abdominal hysterectomy to know about difficulties of the surgeon, duration of surgery complications (intra OP & Post OP) duration of hospital stay and postoperative pain.
Selection criteria:
Benign conditions such as DUB, Adenomyosis Fibroid uterus less than 12 weeks Previous normal deliveries Multiparous
Exclusion criteria:
Cases with previous laparotomies Previous uterine surgeries Uterine size more than 12 weeks Cases with associated ovarian pathology Nulligravida
III.
Results:
Out of 40 cases of LAVH the average of blood loss was 97ml and in abdominal hysterectomy cases the average blood loss was 261 ml (P Value<.001) which is significant. The duration of surgery for LAVH was initially long (average 152minutes) in the first 20 cases which later became reduced to less than 120 minutes. The average length of hospital stay for LAVH was 3.5 days compared to abdominal hysterectomy cases which was 7 days (Pvalue <0.001). In LAVH cases in the initial 6 months the conversion to Laparotomy was higher which became reduced in the last 6 months. Post-operative pain was very much less in LAVH cases compared to abdominal hysterectomy. 
IV. Discussion
1. Difficulties of Surgeon: Initially when the laparoscopic surgery was started the duration of surgery was prolonged. The total duration of surgery was about 150 to 180 minutes. The main difficultly was in reflecting the utero vesical fold of peritoneum and pushing the bladder down and cauterising the uterine arteries after skeletonising. Operating time for abnormal hysterectomy ranged from 40 min to 80 min. 2. Out of 7 cases of LAVH which were converted to laparotomy two cases were due to bleeding while cauterizing the uterine arteries. The bleeding could not be arrested laparoscopically and hence converted to laparotomy. 3. In another 2 cases there were dense adhesions of tubes& ovaries to posterior wall of uterus. We tried to release the adhesions but could not succeed. Fearing injury to intestines the surgery was converted to laparotomy. The adhesions were probably due to previous PID.1 case was due to endometritic adhesion and there were endometritic nodules in POD and small haemorrhagic cysts in ovaries 4. Another 2 cases of conversion to laparotomy was due to suspected bladder injury. There was bleeding from base of the bladder when pushing down. During laparotomy it was found to be injury to a small blood vessel andhaemostasis secured. 5. In another case it was an injury to rectal serosa while opening POD vaginally. Surgeon was called over and laparotomy done and serosal injury (1x1cm) sutured in 2 layers. 6. Blood loss during surgery was greater during abdominal hysterectomies because of the Pfannensteil incision when compared to LAVH cases. 35% of Abdominal Hysterectomy Cases required intra OP or Post OP blood transfusion whereas only 10% of LAVH cases only required blood transfusion. 7. The mean length of stay was longer for abdominal hysterectomy than for LAVH patients. (6 days vs. 4 days respectively). Hospital costs were initially greater for LAVH cases because of increased operating time and costly instruments and the high complication rate in the initial period. 8. The postoperative pain was significantly low in LAVH cases compared to Abdominal Hysterectomy patients. (12% Vs. 82%) The LAVH Patients were ambulant early and returned to daily chores and normal diet early and required less assistance by the relatives postoperatively. 9. The proportion of abdominal hysterectomies during the study period at the centre fell considerably after introduction of LAVH in 2015. The proportion of unassisted vaginal hysterectomies did not change however. 10. Hospital costs were significantly greater for LAVH than abdominal hysterectomy and unassisted VH patients because of increased operating time and instruments also accounted for increased costs. LAVH patient suffered complications at the same rate as other groups. 11. In LAVH cases there was no incidence of wound infection. In 5 cases of abdominal hysterectomy there was post-operative wound infection. In one case woundwas restored under anaesthesia.
V. Conclusion:
The average length of stay is reduced in LAVH patients. Post Op pain and blood loss during surgery is less. Initially in a tertiary centre for a beginner the complication rate and costs higher but in the long run the cost effectiveness will be higher because of reduced hospital stay and reduced blood transfusions and antibiotic usage.
Regardless of the difficulties in the initial periodLAVH can reduce the number of patients requiring laparotomy for hysterectomy. Laparoscopic surgeries can be extended to peripheral hospitals in future with proper training and infrastructure and patients are benefited.
